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ABSTRACT 

In both African AIDS populations and homosexual populations outside of Africa, a high 
Incidence of syphilis and multiple exposures to Infectious diseases results in frequent, 
often abusive use of antibiotics. Epidemiological evidence exists for chemical immunosup¬ 
pression resulting from antibiotics and other prescribed and recreational drugs prior to 
the current AIDS crisis. 

Analysis and review of literature Is given on the effects of subcurative doses of anti¬ 
biotics masking and distorting the expression of secondary and tertiary syphilis. A high 
incidence of seronegative syphilis Is found in Africa and compares with Western reports of 
seronegatlvity and persistence of treponemes despite adequate antibiotic therapies. Late 
latent and tertiary syphilis produce symptoms and Immunosuppression comparable to that 
seen in the current AIDS crisis. 

Screening procedures Instituted for a group of gay men with AIDS and AIDS related con¬ 
ditions is revealing evidence of chemically Immunosuppressed syphilis as a factor In AIDS. 

Key words: AIDS, Immunosuppression, syphilis, chemical Immunosuppression, seronegatlvity, 
immunosuppressive sera, etiology of AIDS. 


INTRODUCTION 


Historically, acquired Immune deficiency syndromes occur In patients with conditions of 
debilitation, malnourlshment, drug Immunosuppression or chronic diseases, particularly 
those of the liver and kidneys, and under the complex conditions of organ transplants. 

Acquired Immune suppression Is the rationale used to explain the susceptibility of certain 
patients to opportunistic Infections—certain fungi, viruses, parasites, bacteria—that 
are endemic but ordinarily held In check by the immune system. 

In the current AIDS crisis, this rationale has been modified by the assumption that the 
HTLV-III (or other virus) Invades the Immune system of an otherwise healthy body, hence 
proposing a new etiology for acquired Immune deficiency syndromes. (1-4) 
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Preliminary surveys Indicated a history of multiple and chronic systemic Insults, dispro¬ 
portionately high use of antibiotics and other Immunosuppressive drugs, high Incidence of 
"recreational* or street drugs, and multiple presentations of chronic Inflammation and 
Irritation during the 10 years prior to our survey. It is our hypothesis that a prior 
history of chronic Inflammation combined with antibiotic and other Immunosuppressive drugs 
created an environment In which a wide array of microorganisms could grow and reproduce. 
Essentially, a "hothouse" effect arising from the life style, drug use patterns and 
disease exposures are the conditions we see as necessary for an acquired immune deficiency 
syndrome. 

Following our February-Aprll 1985 survey of histories of Immunosuppression In the gay com¬ 
munity, we undertook additional surveys, obtaining detailed medical and personal histories 
of 100 men. Of this group 24 were AIDS diagnosed. The remainder were Identified with 
AIDS-related conditions, or at high risk for an ARC diagnosis according to CDC guidelines 
used by their physicians. Many had been or were sexual partners of men known to have AIDS 
or ARC. 

What emerged from this data was a profile substantiating disproportionate antibiotic and 
Immunosuppressive drug use. Drugs which have known myelotoxic effects or which adversely 
affected liver and kidney functions according to the Physicians' Desk Reference and the 
llpplncott Drug Facts and Comparisons are considered Immunosuppressive. 

Among the most common presentations we have found are the following: 

Gonorrhea : multiple incidents with treatment by antibiotic therapies; twenty Incidents per 
year for two or more years Is not uncommon. 

Hepatitis : high Incidence of known hepatitis or positive antigen tests; 10* had chronic 
hepatitis of five years or longer duration. 

Non-specific urethritis : multiple presentations, sometimes chronic In that an Individual 
will report 6 or 7 episodes per year for up to 8 years; higher doses and longer duration 
of antibiotics as the condition became resistant to chemical Intervention. 

Dermatological eruptions : specific, palliative and prophylactic use of antibiotics, tetra¬ 
cycline, and corticosteroids for skin eruptions; reports of prescribed tetracycline for 5 
to 18 years continuously. 

Sedatives, tranquilizers, and mood drugs : for psychological conditions; prescribed or used 
without prescription. 

Chronic sore throat : More than 50* report frequent episodes with antibiotic medications. 
Herpes simplex : 25* report chronic herpes; 90* herpes In the past 10 years. 

Allergies : high Incidence of history of chronic and severe allergies, allergy medications, 
and symptomatic suppressants. 

tymphadenopathy : frequent to chronic swollen lymph nodes In 40* of sample for up to 25 
years preceding survey. 

Diarrhea : high Incidence of known and unknown etiologies; frequent parasites suspected, 
and parasitic treatments with and without confirmation of actual organisms in nearly 30* 
of our study. 

Alcohol : Nearly universal use of alcohol on a dally basis for years. Moderation of use 
during the last four to six years; prior use considered excessive In the majority of 
cases. 

Recreational drugs : nearly universal use of marijuana; a multiple and complex use of LSD, 
MDA, POP, heroin, cocaine, amyl and butyl nitrates, amphetamines, barbiturates, ethyl 
chloride, opium, mushrooms, and what are referred to as "designer drugs" where the 
specific molecular structure has been modified to slightly alter an Illegal compound to 
avoid prosecution If the producer or the dealers and users are found with the drugs and 
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arrested. Prosecution Is confounded because the drug Is not specifically the "Illegal" 
drug, but the effects of these altered compounds are not known. 

Approximately one-fourth of our sample shared 9 or more of the conditions and patterns 
described above. That is, the presentations of those disorders and both the prescribed 
and recreational drug use are concentrated In this discrete sub-set of the surveyed 
population. 

ALL INDIVIDUALS WHO HAD BEEN DIA6N0SED AS HAVING AIDS OR ARC HERE FOUND TO BE IN THIS SUB¬ 
SET OF THE GAY POPULATIONS SURVEYED. 

Therefore, we initially concluded that the history of Immunosuppressive drug use, both 
prescribed and recreational, and the profile of chronic systemic Inflammation presented by 
these histories had created an Ideal condition for diverse micro-organisms to pro¬ 
liferate—the Acquired Immune Deficiency Syndrome. 

From the perspective of this hypothesis, the retrovirus found In AIDS and ARC diagnosed 
Individuals could be a co-factor, not necessarily a new etiology, further stressing an 
already compromised system and being Itself yet another opportunistic micro-organism In a 
chemically immunosuppressed system. 

In May 1985 we began detoxification and rehabilitation programs to educate the gay com¬ 
munity concerning those factors of life style, diet, stress management, behavior, drug 
use, etc. that would shift Individuals out of the pattern of chronic inflammation Into a 
more normal physiological thermodynamic. Our program goal In working with the gay com¬ 
munity is to identify and alter those patterns contributing to the traditional acquired 
Immune deficiency profile found In each man's history. 

Recent reports (6) indicate that 79* of all AIDS cases are considered drug abusers. While 
Interpretations of “drug abuse" focus on street drugs, our studies confirm previously 
reported high and more frequent use of prescription drugs In the homosexual population. 
(1-4, 44-50) What is overlooked are the possible ramifications of antibiotic or other 
drug-induced immune suppression in a sexually active population at high risk for sexually 
transmitted diseases. 

The distortions in disease presentation, serology, diagnosis, treatment, and prognosis for 
chemically suppressed or inadequately treated venereal disease are not easily recognized. 
Misdiagnosis and failure to consider chemical Immunosuppression of venereal disease, 
specifically syphilis, can generate bizarre and baffling symptoms that are remarkably con¬ 
sistent with AIDS presentations in the homosexual community. 

In our continuing research effort, a review of reference works of pre-1977 publications 
(6-10) revealed dramatic differences In the disease presentations of Kaposi's sarcoma and 
the post-1977 presentations of Kaposi's sarcoma In the gay community and in the presen¬ 
tations of our program participants. (77-80) 

In the literature of the early 1950s there were only scattered reports of significant 
clusters of children dying from pneumocystls (69-72; 75), and those were In hospital 
deaths where other diseases and use of antibiotics were Involved. Adults contracting 
Pneumocystis had rare fatalities (68, 73, 74, 76). Men In the armed forces were known to 
recover in three weeks to three months without complication (74, 76). 

Pneumocystis was originally clustered with a variety of non-bacterlal forms of pneumonia 
under the general categories of primary atypical pneumonia and infiltrating Interstitial 
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pneumonia. (67-72) Included In this literature were references to syphilitic or white 
pneumonia as being part of the Infiltrating interstitial pneumonias (68, 74, 76), and a 
primary atypical pneumonia developing In men who had syphilis or who were being treated 
for syphilis (23-29, 76). While these presentations were consistent with pneumocystls, 
syphilis did not have the ease of resolution in both congenital and adult presentations. 

Syphilis has been mistaken for AIDS (11), for neoplasms (12,14, 20), for nephritis (15- 
17), dementia (12-14, 45, 46), for lymphomas (19-21, 33), psoriasis and other derma¬ 
tological configurations (12-14, 29-32). Lymphadenopathy, sore throat, malaise, fever, 
flu-like symptoms, headache, menlnglsmus, musculo-skeletal aches, hoarseness, loss of 
appetite and weight loss are all common symptoms of secondary syphilis (12, 13), and AIDS 
(1-4). 

Cutaneous lesions In secondary syphilis are generally macular, roseolar, papular, papulo¬ 
squamous or pustular. Morphological features of the lesions tend to vary with the 
duration of the eruption. Vegetative hypertrophies of late syphilis, called condylomata 
lata, may be raised, slightly lobulated or smooth papules. Cutaneous lesions of secondary 
syphilis sometimes leave hyper or hypopigmentation (11-14, 30, 32). Hair loss, visceral 
lesions, hepatitis, glomerulonephritis, myositis, auditory neuritis, syphilitic labyrin¬ 
thitis, and symptomatic neurosyphllis have all been reported (11-14). 

Purple lesions on the ear lobe (30), Infiltrating interstitial pneumonia of the lungs (23- 
29), gummata of the lungs (27 , 28), sarcoid-like granulomas (18, 81), varioliform and 
framboeslform facial lesions (30-32) show remarkable similarity In hlstopathology and 
symptomology with Kaposi's sarcoma (67, 77-80) as It has come to be seen in the gay 
epidemic of AIDS. 

African Incidence of AIDS Is highest in those areas of Africa where syphilis Is epidemic. 
Given the known high Incidence of syphilis In gay communities (11, 22, 34-38) as well, 
there needs to be consideration of a possible high incidence of undetected syphilis In the 
current discussion of AIDS etiology. 

In Africa, the prevalence of venereal syphilis Is considerably higher than in Europe and 
the U.S.A. Reliable statistics are generally confined to hospital patients and selected 
population groups. However, the effects on symptoms of casual and abusive antibiotic use 
and false negative serology are better recognized than In Western countries. (45-47) 

Reports from Uganda indicate false negative serology creates severe problems in diagnosis 
of secondary syphilis either because of the occurrence of a non-specific reaction or no 
reaction at all. In one study, 3.3* of cases with secondary syphilis and almost half of 
those with GPI (general paresis of the Insane) were non-reactive. In terms of titres, 
more than 79* of cases with GPI (attributed to tertiary neurosyphllis), more than 60* of 
cases of primary syphilis and more than 10* of cases of secondary syphilis were reactive 
at 1:4 or less. Using the same tests. It was shown that only one out of 69 Finnish 
patients with secondary syphilis had a VDRL slide tltre as low as 1:4 (45). In this same 
study, the FTA-ABS test was reactive In only 86 out of 129 patients with primary syphilis 
(67X), In all those with secondary, latent and congenital syphilis. In 97.5* of those with 
tertiary syphilis, and In 36* of the 99 patients with genital sores. 

While articles on syphilis warn against false positive results from serological testing, 
physicians have been relatively uninformed about false negative reactions, particularly In 
Individuals who have been treated with sub-curative doses of penicillin or other anti¬ 
biotics for other disorders. Recent articles on the complete effectiveness of penicillin 
Ignore a significant body of literature alerting the physician to the suppression of 
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primary syphilis symptoms and the Induction of a seronegatlvlty consistent with secondary, 
latent and tertiary syphilis. (39-59) 

Since Its Introduction In the treatment of syphilis In the late 1940s, subcurative doses 
of penicillin have been recognized as having a masking effect on primary symptoms of 
syphilis. This forces a latent stage with often bizarre symptoms eventually emerging. 
Seropositive confirmation Is available In only 60 to 70S of the cases (55-59). 

Failure of serological tests to accurately Identify disease status raises serious 
questions of treatment evaluation. Penicillin Is effective against treponemes only as 
they are reproducing (39-42, 52, 54, 56, 57). During a chemically Induced latency, a 
slower incubation may make the usual antlsyphllltlc treatment Ineffective. 

Inherent in laboratory testing for serological response Is the assumption that the Immune 
system is competent to respond and produce the antibody. There Is the further assumption 
that once produced, the antibody will always be present. 

While AIDS patients may produce antibodies, even overproduce certain antibodies, the first 
assumption concerning competence cannot be considered unquestionably valid In conditions 
of recognizable Immunosuppression, regardless of the cause of the suppression. Nor can 
the second assumption of persistence of antibodies be proven in all cases. Individuals 
with severe Immune suppression may not produce antibodies; they may produce erratically, 
abnormally or superabundantly. A system overwhelmed with antigens may produce a general 
suppression of cell-mediated Immunity. Or a system that has eliminated the micro-organism 
specific to the antigen may cease to produce antigens and specific antibodies. Or succes¬ 
sive damage to chemistry and function may alter the expected response, weakening or 
deranging the biochemical markers. Or a changed chemical environment may have mutated the 
treponemes. 

While reagln tests for syphilis may vary In reactivity, most physicians assume that the 
FTA-ABS Is always positive once syphilis has presented, and that It remains positive for 
life. This Is a fallacy. Case histories report that the FTA may fluctuate between 
positive, negative, and mildly reactive In an Individual with tertiary neurosyphilis. In 
Individuals with syphilitic Invasion of the kidneys, liver and lungs, and with ocular 
syphilis. (19-22, 26, 27, 30, 41-58) 

In addition, a positive FTA with a history of syphilis does not exclude the possibility of 
a latent syphilis. That Is, an individual with latent syphilis would be expected to have 
a positive FTA with or without a known history of syphilis. There Is no test, therefore, 
to determine latent syphilis In an individual with a known history of syphilis. It Is 
estimated that more than 60* of the gay community has a history of syphilis and 90* of 
those with AIDS have had one or more syphilitic Infections. AIDS presentations following 
blood transfusions may be the result of syphilitic blood or plasma. 

Sera from syphilitics Is reported to exhibit Immune suppression and to Induce Immune 
suppression both In vitro and In vivo. (61-66) Changes in both humoural Immunity and cell 
mediated Immunity are reported. (63-64) Plasma of patients with secondary syphilis sup¬ 
pressed the T cell response to Con A and has been reported to significantly supress the 
reactivity of normal lymphocytes to PHA stimulation. (65-66) If a blood or plasma 
recipient is receiving antibiotics or other Immunosuppressive drugs, the combined Immuno¬ 
suppression of the syphilitic sera and chemical Immunosuppression could Induce an acquired 
immune deficiency syndrome. Screening of donors and serological testing may not be 
adequate for blood purity, particularly with seronegative syphilitic blood or Immuno¬ 
suppressive plasma from a syphilitic. The Issue Is further complicated by the lack of 
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general serological testing for latent syphilis of donor blood and by the possibilities of 
treponemes In chemically altered whole blood or In platelets surviving refrigeration. 
These are questions needing further Investigation. 

In view of a possible chemical suppression, a syphilitic Immunosuppression, or a combined 
Immunosuppression, how would we evaluate serologically a person Infected with syphilis? 
Initially, we have recommended to our program participants that they obtain FTA and RPR 
serological tests for a baseline, and repeat the tests as any new symptoms arise. 

He made this recommendation to them In early November 1985, and within a month, we had 
received the following reports regarding 16 of the 24 men with diagnoses of AIDS: one man 
had shown a positive Wassermann, three had positive MHAs with no previous history of 
syphilis, eight with known histories of syphilis were negative In their FTA-MHA antibody 
tests, and four with known histories of syphilis were FTA positive. Some of our clients' 
physicians, knowing that a history of syphilis exists and assuming that the FTA results 
would be positive, have refused to do the antibody test. Many of our program's partici¬ 
pants, In addition, have volunteered that they had symptoms consistent with a primary 
syphilis episode prior to their AIDS diagnosis or consistent with the symptoms of 
secondary syphilis. 

Men with a positive MHA or FTA without previous history or treatment for syphilis or 
negative MHA with a history of syphilis have agreed to undergo new biopsies for sub¬ 
mission to the Center for Disease Control for darkfleld and FA testing. Because darkfield 
examination may be difficult and a specific sample may not show active spirochetes, a 
second laboratory will also be undertaking darkfleld and fluorescent antibody testing. 
TPI and repetition of serologies are also In progress. 

CONCLUSIONS 


Historically, the definition of acquired Immune deficiency syndrome derives from known 
precursor factors: debilitation, malnourishment, drug immunosuppression, or chronic 
disease. This definition has been modified In the current “AIDS crisis" by the assumption 
that viral Invasion has damaged the immune competency of otherwise healthy individuals. 
Analysis of a number of gay males with AIDS In San Francisco, however, has disclosed that 
excessive use of both prescriptive and recreational Immunosuppressive drugs and chronic 
Inflammations are universal precursor factors. 

Drug induced Immunosuppression and chronic Inflammation are common factors In both 
American homosexual and native African populations diagnosed with AIDS. Both groups have 
epidemic syphilis. Investigation revealed links in the patterns of AIDS patients con¬ 
sistent with secondary and tertiary syphilis. 

Immunosuppression of advanced syphilis and drug Induced Immunosuppression leads to false 
negative serology In antigen and antibody tests for syphilis. There is extensive 
reporting of symptomologlcal and histopathologlcal mimicking resulting in Inaccurate 
diagnosis of secondary and tertiary syphilis. 

Early antigen and antibody testing for syphilis of gay males with AIDS in San Francisco Is 
revealing hitherto undiagnosed syphilis and abnormal antibody profiles. 

It Is our conclusion that the presentation of AIDS In Africa and the gay community 
reflects the common presence of chemical Immunosuppression and epidemic syphilis, leading 
to the profound Immunosuppression of acquired Immune deficiency syndrome, AIDS. 
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